MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEFARTMENT OF PUBLIC MEALTH AND WELFARE

Registration District No

DO NOT WRITE AMENDED

/0

LPrimary Registration Districr No.

309

B63=031202

==__Registrar's No. ____'Q__“_____-_

STATE FILE NUMBER

ON THIS STUB MGG ¢ 1GE9

1. PLACE OF DEATH ~ = ~ U 9T

VS 300 s COUNTY Audrain

a. STATE Mo .

2. USUAL RESIDENCE (Where deceased lived.

b CoNAudrain

If institution: Residence before

admision)

Rev. 4/59

b. CITY (If ourside cerparate limils, give TOWNSHIP only)

Length of stay in 1k c. CITY

Inside Limits

OR
TOWN
d. STREET
ADODRESS

o] ]
rown Mexico

c. FULL NAME OF {If NOT in haspiral, give location}

enmnonAudraln  Hospital

3. NAME OF DECEASED
{Type or print}

Laddonia

{If cutside, give locatian)
————

5 Hrsg,

Inside Limits

Yea [J No D

an No

Reside on Farm

Yes ] No i

DATE AMENDED

First Middle

Marvin
5. SEX 4. COLOR OR RACE

Male white
10a. USUAL OCCUPATION [Give kind of work dona

during rrcrac:i'\ﬁréjﬂﬂfaf.un if retired)
i3a. FATHER'S NAME

Claud Snyder

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes, Y,égmlmown)J (If yes, give war or dates of servig—

Year

1963
IF UNDER 24 HR
Hours Min.

4, DATE Month

OF
Snyder DEATH 8
Never Married (] |8. DATE OF BIRTH | 9- AGE {losr birthday}

Divarced [] 4.10=-1930 24

10b. KIND OF BUSINESS OR INDUSTRY| 1. BIRTHPLACE (Ciry and srate or country) | 12. CITIZEN OF WHAT COUNTRY

Audrain County US A

14, NAME OF HUSBAND OR WIFE

Bushnell Barbara Snyder

16. SOCIAL SECURITY NO. | 17. INFORMANT Address

Barbara Snyder Laddonja, Mo.

INTERVAL BETWEEN
QONSET AND DEATH

Laar Day

20

IF UNDER 1 YEAR
Months Days

Ray
7. MurliID
Widowed []

13b. MOTHER'S MAIDEN NAME

18. CAUSE OF DEATH (Enter only one cauvse per line
PART 1. DEATH WAS CAUSED BY:

- Ll L]
IMMEDIATE CAUSE {a) M#A AANASD

™

DOCUMENT

Condilions, if any, DUE TQ (b)
which gave rise 1o
above cause (a),
stating the under-

lying cauvse last. DUE TO {¢]

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH But net related 10 the terminal
disase tondition given in PART L {a}

w
Q
a
<
wi
—
v)
=

PART 1. 1§ deceased wat  femele  was
thare a pregnancy in last 90 deys.

][] Yus [ 0O Ne l O Unknown
20b. DESCRIBE HOW INJURY QCCURRED. [Enter nature of injuty in PART | or PART 1l of item 18.)

Tl

20f. CITY, TOWN, OR LOCATION

9. WAS AUTOPSY
PERFORMED?,
YES O NOJN

20¢. TIME OF Hou.
INJERY a.m.

. ® ﬁ !)
20d. INJURY OCCURRED
WHILE AT WORK ]

NOT WHILE AT WORK K]

20a. ACC&ENT

SUICIPE HOMICIDE
O a
Month, Day,

Thag

20e. PLACE OF INJURY (0.9, in or about home, COUNTY
tarm, factary, street, offce bldg., erc.)

paangl__roonh UM&ANMA hAAEBDAQA,
i‘:‘ Va4 -~p 3 10__1_A_h_h_3_.and last la%nlws @

i WA X 5 ‘A m on the date uated sbove, and 1o the best of my knowledge, fram the causes stated.
b

[Degree or title) 22¢c. DATE SIGNED
A Yy ':b .

N | LoNren T-32a4g3
73a. BURIAL, CREMATION, | 23b. DATE 2. J\TAME OF CEMETERY OR CREMATCRY 23d. LOCATION (Ciry, town, or county} {State)
" REMOVAL (Specify)
EAial B.22.1963 Egddonia [+ mgtg;g Laddonia,
A 25. DATE REZD. BY LOCAL REG.

24, FUNERAL DIRECTOR DDRESS 24, é Z ZMR 5 SIGNATZ E :

Wilkey-Bienhoff ILaddonia, Mo. {24;4.23'7?6.?

{Licensed Embalmer‘s Smaunenl on Reverse Side)
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MEDICAL CERTIFICATION

21. | sttended the deceased from

Death o¢curred at.

22b. ADDRESS

USE BLACK INK

SHOULD READ

22a. SIGNATURE
W .

N Mo

8Y AFFIDAVIT OF

ITEM NOQ.




:, £96L 22 9NV

l;-

STATEMEN'I’ BY lICENSED EMBALMER

| hereby certify tha! the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Sdepo s Lo ook
: Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE lICENSED EMBALMER in his OWN HANDWRITING. (Fal
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he alsé shall sign in his OWN handwriting. '

If this body is not embalmed, fact should be so stated above. -
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